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A recertification survey was conducted on
09/25/13 through 09/27/13, in conjunction with a
complaint survey, (KY #20759,) to determine the
facility's compliance with Federal requirements.
The facility failed to meet minimum requirements
for recertification, with the highest S/S of "E." KY
# 20759 was unsubstantiated with no deficiencies
identified.
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